Manchester."' Joseph Jordan (1787-1873) was born in Manchester. He qualified in medicine and surgery at Edinburgh and then for a few years served as an army surgeon. In 1814 Jordan opened a school of anatomy in Manchester.2 Referring to this period of his life, The Lancet in his obituary noted: "He was the first provincial lecturer and teacher [ Jordan. In an extensive review of coarctation of the aorta, Barie (1886), referred to an account by Otto (1824) of fatal rupture of the aorta into the pericardium associated with coarctation.8 "Aneurysme dissequant de l'aorte" was described in detail by Laennec in 1826.9 A sequence of extracts from Jordan's article' follows.
The peculiarities were found in the body of a man brought for dissection ... the aorta appeared very much contracted, if not obliterated, immediately below the point to which the ductus arteriosus is fixed, and the very great size of the three arteries which arise from its arch, seemed to corroborate this opinion ... it was evident, the blood being obstructed at the point aforesaid, had been thrown in to those three vessels, viz. Arteria innominata, the left carotid and left subclavian, which were greatly increased in diameter, particularly the subclavians, which, on comparison, exceeded the common iliacs ... the first set of vessels which the subclavian gives off were enormously increased in size, but particularly the arteria intercostalis superior and the internal mammary.
The intercostalis superior on each side equalled the femoral artery in size, took its usual destination, but had become remarkably tortuous and convoluted, dividing into several branches, some of which passed out of the chest behind the ribs, and descended amongst the muscles of the back to inosculate with the posterior branches of the intercostal arteries of the descending aorta. But the largest branches passed in front of the ribs, and terminated, by remarkable anastomoses, with the first and second intercostal arteries of the aorta, but particularly with the first. The ribs had become deeply absorbed and sulcated in some parts, by the pressure of the branches of this artery [the third and fourth intercostal arteries are the first and second OF THE AORTA, respectively]. The internal mammary on each side was little inferior to the brachial in size. They took the usual course, and terminated in five or six branches, which were continued directly into the 5th, 6th, 7th and 8th intercostal arteries of the aorta; these latter arteries were greatly enlarged, and had become remarkably tortuous, and in some places convoluted on themselves ... The next enlarged collateral channel was the infra-scapular of the axillary artery, or a branch arising immediately below it. This was larger than the ulnar artery, ran down the side of the chest, under the latissimus dorsi, in a very tortuous manner, and terminated in the 7th and 8th intercostal arteries of the aorta. It was evident therefore that the chief collateral channels, by which the blood had passed from the aorta, Coarctation of the aorta with dissecting aneurysm and haemopericardium: an account by Joseph Jordan, Manchester, 1830 Display of tear in the ascending aorta and the space where "the blood had insinuated itself between the fibrous tunic and the external or pericardial covering"; edges of the outer pericardium are also shown.
above the obliteration, to that vessel below it, were three,-viz. the intercostalis superior and internal mammary of the subclavian, and the infra-scapular of the axillary arteries on each side. The blood was transmitted by these to the eight superior intercostal arteries of the aorta descendens:-but chiefly into the three superior from the intercostal branch of subclavian,-and the three inferior of the eight from the internal mammary, and infra-scapular. The two intervening intercostals, however, were of considerable size. It is evident there must be a greater force required to propel the blood throughout these circuitous routes, than in the usual course and there must have been a greater pressure in the ascending aorta and its arch; and it seems probable that this was the cause of the aneurism of the aorta within the pericardium, which on bursting produced immediate death. The pericardium was found greatly distended, and, on being slit open, it proved to be blood, effused into its cavity . . . the aorta [was] increased to twice its usual size, its surface tense, shining, and of a bluish color, through its whole course from the heart to its exit out of the pericardium ... the blood had escaped into the pericardium by a small fissure or crack at the right and posterior side ...
An incision was made along the fore part of the aorta from the heart to its exit out of the pericardium, this, instead of laying open the aorta, exposed a cavity containing a quantity of firm coagulated blood . . . on removing this, the aorta was seen to pass through the centre of the cavity, and of its usual size . 
